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Amputated or avulsed parts should be wrapped in dry gauze or Kling, placed in a sealed 

plastic bag or wrapped in plastic and kept cool by placing on ice or a cold pack and 

transported with the patient to the hospital. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AMPUTATED/AVULSED PARTS 

Policy 1 
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All EMS providers are required to have an exposure plan in place and are expected to adhere 

to it. Any indications of exposure or potential exposure refer to Door County Emergency 

Services Exposure Plan. Some general guidelines are listed below. 

 

¶ Heavy duty leather gloves, or other approved cut-resistant gloves, should be worn 

during extrication procedures to protect your hands against cuts and scratches that 

could become contaminated with a patientôs blood or body fluids. 

¶ Exam or surgical gloves should be worn at all times when in contact with bleeding or 

draining wounds, starting IVôs or childbirth situations. 

¶ In situations where blood or body fluids could be splashed into the mouth a surgical 

mask should be worn. 

¶ Eye protection should be worn in those situations (tracheal intubation, suctioning, and 

ventilation with a demand-valve) where blood or body fluids could be splashed into the 

eye. 

¶ IV cannulas, SQ and IM needles should not be recapped.  A heavy plastic container 

should be present in the ambulance for disposal of contaminated needles and other 

sharps.  The contaminated material should be properly disposed of at the hospital. 

¶ Approved ventilation devices (bag-mask or demand-valve) should be immediately 

available and used in preference to mouth-to-mouth resuscitation. 

¶ High efficiency particulate air (HEPA/N95) respirators must be worn at all times when in 

close contact with an individual with known or suspected TB.  

¶ An alcohol-based foam or liquid hand cleanser should be available in the ambulance to 

clean hands.  Any cuts or abrasions to your hands should be covered with Band-Aids. 

¶ Vehicle interior, cot surfaces and equipment should be adequately cleaned and 

disinfected with an approved solution. 

¶ Significant exposure forms are available in the emergency departments and should be 

completed for all parenteral and mucocutaneous exposure to blood and body fluids at 

the patientôs receiving hospital. Exposure forms for airborne pathogens will also be 

made available.  HIV prophylaxis for significant exposures should be considered, and 

should be discussed with the Medical Control physician immediately after such an 

exposure. 

  

 

 
Policy 2 

PROTECTION AGAINST BLOODBORNE AND AIRBORNE 

PATHOGENS 
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Child Abuse is the physical, sexual, or emotional maltreatment of a child by a parent, family 

member, other caregiver, or non-caregiver. 

¶ Emotional abuse is defined as emotional damage for which the child's parent, guardian 

or legal custodian has neglected, refused or been unable, for reasons other than 

poverty, to obtain the necessary treatment or to take steps to ameliorate the symptoms.  

¶ Physical abuse is the physical injury inflicted on a child by other than accidental means. 

Physical injury includes but is not limited to lacerations, fractured bones, burns, internal 

injuries, severe or frequent bruising or great bodily harm as defined under Wisconsin 

statute s.939.22(14). 

Child Neglect is the failure, refusal or inability on the part of the parent, guardian, legal 

custodian or other person exercising temporary or permanent control over a child, for reasons 

other than poverty, to provide necessary care, food, clothing, medical or dental care or shelter 

so as to seriously endanger the physical health of the child. 

All suspected or actual cases of child abuse must be reported to police and/or Door County 

Human Services by all levels of health care providers under Wisconsin Statute Chapter 

48.981.  In addition, spousal or elder abuse should be similarly handled, although not 

mandatory reportable.  The primary objective of pre-hospital care is transport of the victim to 

the hospital. 

Nothing should be said or done at the scene to arouse suspicions and prevent transport.  A 

report should be made to the medical control physician on arrival at the hospital.  If transport 

is refused in cases of abuse, the nearest police agency should be contacted for assistance. 
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CHILD, SPOUSE, ELDER ABUSE/NEGLECT 
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Purpose: To accurately identify patients who may not want life sustaining treatment initiated, and 

delineate the appropriate treatments to provide in this setting.  DNR does not mean: Do not treat!! 

Indications: A valid pre-hospital DNR order in the Door County Emergency Services is limited to the 

following: 

1. A valid state DNR Bracelet or Necklace (Plastic or Metal) 

2. A signed standardized state DNR form (Nursing homes, CBRF, Hospice) 

3. Direct verbal order from the patientôs primary care physician (in person or via phone) 

4. A written, signed notation by the patientôs primary care physician on the patientôs record in a 

nursing home or extended care facility 

Contra-indications: The following conditions invalidate a DNR order: 

1. The patient expresses to any First Responder, EMT, Paramedic or health care provider the 

desire to be resuscitated. If this is done, the provider shall remove the DNR Bracelet. 

2. The patient defaces, burns, cuts or otherwise destroys the DNR Bracelet. 

3. The patient (or another individual at the patientôs request) removes the DNR Bracelet. 

4. The DNR bracelet appears to have been tampered with or removed. 

5. Any Healthcare provider knows the patient to be pregnant. 

Emergency Responders will/ can provide the following: 

Å Clear airway  

Å Control bleeding 

Å Administer oxygen  

Å Provide pain medication 

Å Position for comfort  

Å Provide emotional support 

Å Splint 

Å Administration of IV Fluids 

Emergency Responders will NOT provide the following: 

Å Perform chest compressions 

Å Insert Advanced Airways 

Å Administer cardiac resuscitation drugs 

Å Provide ventilatory assistance 

Å Defibrillate 

 

DO NOT RESUSCITATE (DNR) 

Policy 4 
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Procedure: 

1. Assess the patient. 

2. If the patient is pulseless and non-breathing, check the patientôs wrist for a DNR bracelet.  If 

patient has no wrist/arms, check ankles and neck chain for possible do-not-resuscitate band 

attached. 

3. If NO DNR bracelet is found on the patientôs wrist or ankle or a neck chain, and the proper 

DNR paperwork is not readily available, provide usual care. 

A. If a DNR bracelet is found on the patientôs wrist and the bracelet is NOT defaced, do not 

undertake life support measures and instead provide comfort care measures, such as clearing the 

airway, providing oxygen, positioning for comfort, control of bleeding, provision of emotional support 

and provision of pain medication 

4. Contact Medical Control for further orders. 

5. Document the patient contact on the Emergency Medical Record Ambulance Run Record, 

including details of type of DNR order present and any therapeutic measures provided. 

6. Copies of all documentation of patient DNR status should accompany the patient to the 

hospital if the patient is transported. 

Do Not Resuscitate (DNR) 

Additional Information:  

1. The patientôs desire not to be resuscitated is controlling. In the event that a friend, or member 

of the patientôs family requests that resuscitative measures be taken, that personôs request does not 

supersede a valid DNR order. 

2. If there is any question about the presence, validity or meaning of a DNR order (including 

ñchemical code,ò ñventilate onlyò or evidence of revocation) EMS personnel shall initiate full 

resuscitate measures and immediately contact the online medical control physician for clarification 

and further orders. 

3. The Wisconsin Declaration to Physicians (DOH 0060) Rev 5/86 or ñLiving Willò and Durable 

Power of Attorney are not valid for pre-hospital situations. If presented with these documents as 

evidence of DNR status, initiate resuscitation and contact medical control for clarification and further 

orders. 

4.  The guardian or health care agent of an incapacitated qualified patient may revoke a DNR 

order on behalf of the incapacitated qualified patient by directing an emergency medical personnel to 

remove the DNR, defacing, burning, cutting or otherwise destroying the DNR bracelet, or removing 

the DNR bracelet. 

Policy 4 

DO NOT RESUSCITATE (DNR) Cont. 
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The following measures shall be applied to help promote prompt and efficient emergency medical 

care to the sick, ill, injured or infirmed. They shall be utilized by EMS personnel in the field, in the 

Emergency Department, and when dealing with On-line Medical Control Physicians. 

1) The Safety of EMS personnel is paramount. Each scene must be properly evaluated for crew 

safety and hazards upon arrival and throughout patient care. Assess the need for additional public 

safety resources as soon as possible after arrival. 

2) Proper Personal Protective Equipment and Body Substance Isolation must be utilized according to 

agency and industry standard. 

3) A patient is any person who is requesting and/or in need of medical attention or medical assistance 

of any kind. 

4) A patient care encounter shall be considered any event when subjective or objective signs or 

symptoms, or a patient complaint, results in evaluation or treatment. 

5) All patients in the care of EMS shall be offered transport by ambulance to the nearest appropriate 

hospital, regardless of the nature of the complaint. In the event a patient for whom EMS has 

responded to refuses transport to the hospital, a properly executed refusal process must be 

completed. 

6) In accordance with DCES guidelines, the appropriate transport destination for EMS patients 

transported by ambulance is an Emergency Department.  Additional details concerning hospital 

destination based on clinical criteria are outlined in specific protocols and policies. 

7) For all medical calls, upon initial patient contact, be prepared for immediate medical intervention 

appropriate for the call level (defibrillation, airway management, drug therapy, etc.) 

8) Upon arrival at a scene where an initial EMS crew is rendering patient care, all subsequent arriving 

EMS crews should immediately engage the on-scene crew. The goal is to determine the status of 

assessment, triage and seamlessly assist in patient care. 

9) Prior to the transfer of care between crews, the provider rendering initial care should directly 

interface with the provider assuming care, to ensure all pertinent information is conveyed. 

10) Try to always obtain verbal consent prior to treatment. Respect the patientôs right to privacy and 

dignity. Courtesy, concern and common sense will ensure the best possible patient care. 

 

 

 

 Policy 5 

General Principles for Medical Care 
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11) Generally, initial assessment and therapy should be completed within 10 minutes after patient 

contact. Except for extensive extrication, or atypical situations, trauma patients should be en route to 

the receiving facility within 10 minutes and medical patients should be en route to the receiving facility 

within 20 minutes. Additional therapy, if indicated, should be performed during transport. 

12) For all 911 calls where EMTs and Paramedics are in attendance, the Paramedic shall make final 

patient care decisions. 

13) Prior to the administration of medication, assess for the possibility of medication allergies. If any 

questions arise in reference to medication allergies, contact on-line Medical Control prior to giving any 

medications. 

14) When caring for pediatric patients, use the Broselow-Luten® weight/length-based system or 

Houston Haines Book to determine medication dosages and equipment sizes. 

15) An EMS Patient Care Report will be generated at the conclusion of each patient encounter. Paper 

form ñHand Offò reports should be left at the receiving hospital in accordance with state requirements. 

16) For cases that do not exactly fit into a treatment category, refer to the general illness protocol and 

contact On Line Medical Control (OLMC) as needed. 

17) To perform as a Basic EMT or Paramedic, personnel must be knowledgeable and proficient in the 

scope of practice described and taught in the National Scope of Practice Standardized Curriculum, 

approved by the Wisconsin EMS Unit, and must maintain active state licensure. 

18) Members of your service who are credentialed with and function with DCES and are an RN, PA, 

or MD license may only practice within the scope of the agencyôs license. 

19) Perform all procedures as per the Door County Emergency Services Protocols, Procedures 

section. If a procedure that is not addressed in that section and is deemed necessary, contact OLMC 

for orders prior to proceeding. 

20) If OLMC gives orders for performance of a procedure that is not covered in the Door County 

Emergency Services Protocols, Procedures section, but is within the providers scope of practice, 

follow the National Standard Curriculum, and document in electronic patient care report. 

21) For all patients requiring the administration of narcotics or sedative agents, continuous cardiac 

and oxygen saturation monitoring shall be performed. 

22) The Poison Control Center should be contacted when handling calls involving poisonous/ 

hazardous material exposures, overdoses or suspected envenomation. In the event that the Poison 

Control Center gives recommendations or orders that are not contained within these protocols, EMS 

providers are authorized to carry out their instructions. The Poison Control Center can be reached at 

1.800.222.1222 

 

General Principles for Medical Care Cont. 

Policy 5 
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23) When using supplemental oxygen in accordance with adult or pediatric treatment protocols, 

adhere to the following: 

ü In patients who are non-critical, and have no evidence of respiratory distress, use 

only the concentration of oxygen needed to achieve oxygen saturation >92%. 

Typically, this may be accomplished by the use of a nasal cannula. 

 

ü For patients with serious respiratory symptoms, persistent hypoxia, or where 

otherwise specified by protocol, use 100% supplemental oxygen via non-rebreather 

mask or BVM. Use caution in instances of rising end-tidal CO2. 

24) Precautions: 

For Bloodborne and Airborne Exposure and prevention refer to Door County Emergency Services 

Exposure Plan.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Policy 5 

General Principles for Medical Care Cont. 
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¶ All patients should be transported to the hospital of their choice (when operationally 

feasible) unless the patient is unstable. 

¶ All patients whose condition is judged to be unstable will be transported to the closest 

appropriate receiving facility. 

¶ If several hospitals are within the same approximate distance from the scene. Allow the 

patient, and/ or patientsô family to select the receiving facility of their choice. 

¶ For transport destination of Stroke, STEMI, Trauma, or OB (>20weeks) patients, refer 

to the appropriate protocol. 

 

STROKE:       

¶ DCMC  

¶ Aurora ï Stroke Center 

¶ Bellin  

¶ St. Maryôs  

¶ St. Vincent ï Stroke Center 

STEMI: 

¶ DCMC 

¶ Aurora 

¶ Bellin 

¶ St. Vincent 

 

TRAUMA: 

¶ Aurora 

¶ St. Vincent 

 

PEDIATRIC TRAUMA <5 yrs old: 

¶ St. Vincent 

 

OB: 

¶ Aurora - NICU 

¶ Bellin 

¶ St. Maryôs 

¶ St. Vincent - NICU

 

 

 

 

 

 

 

 
Policy 6 

HOSPITAL DESTINATION 
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Purpose: 

Safe Haven Law 

This law states that a parent may confidentially leave his or her unharmed newborn with any 

EMT, firefighter, police officer, or health care provider in the state with three (3) days of birth 

without fear of prosecution. This law is in place to help insure that newborns who were not 

wanted or expected would not be discarded or harmed in any way. 

To provide: 

Protection to infants that are placed into the custody of EMS under this law Protection to EMS 

systems and personnel when confronted with this issue 

Procedure: 

1. Initiate the Pediatric Assessment Procedure. 

2. Initiate Newly Born Protocol as appropriate. 

3. Initiate other treatment protocols as appropriate. 

4. Keep infant warm. 

5. Call local Department of Social Services or the county equivalent as soon as infant is 

stabilized. 

6. Transport infant to medical facility as per protocol. 

7. Assure infant is secured in appropriate child restraint device for transport. 

8. Document protocols, procedures, and agency notifications in the PCR. 

 

Safe Place for Newborns Coordinator 

(414) 447-3030 

Crisis Line for Safe Place for Newborns 

1-877-440-2229 

 

 

 

 

 Policy 7 

Infant Abandonment 
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There are three modalities of EMS to hospital communication: 

 1.  Cellular Phone 

Á Door County Medical Center     743-7300 

   Triage # - 495-1632 

Á Aurora Bay Care Medical Center    288-4070 

288-4068 

Á Bellin Hospital       433-6007 

Á St. Vincent Hospital Emergency Department  433-0312 

433-0347 

433-0459 

Á St. Maryôs Hospital Emergency Department   498-8842 

498-1139 

 2.  UHF Frequency 

Á Door County Medical Center    - Med Channel 6 

Á Aurora Bay Care Medical Center   - Med Channel 6 

Á Bellin Hospital      - Med Channel 6 or 7 

Á St. Vincent Hospital Emergency Department  - Med Channel 7 

Á St. Maryôs Hospital Emergency Department  - Med Channel 8 

  

 

Initial medical control contact should be made as follows: 

Á Basic Life Support:  Report to medical control on all BLS calls on cellular phone or UHF Med 

Channel 6, 7 or 8.   

Á Advanced Life Support:  Report to medical control on all ALS calls with either a cellular phone 

or UHF Med Channel 6, 7 or 8. If cellular phone is utilized, the speaker phone may be used 

during EMS reporting but should then be taken off speaker phone for two-way communication.   

 

In the event radio or telephone communication is impossible to achieve, a paramedic unit may initiate 

life-saving medical care as under the heading Standard Orders - Emergency Situations. 

 

 Policy 8 

MEDICAL CONTROL COMMUNICATIONS 
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Medications utilized in the care of a patient: 

 

When an ambulance crew utilizes a medication(s) the crew must document in the electronic 

patient care report.  They may get these restocked at the Central Station.  

 

Controlled Substance(s):   

All Door County Emergency Services Personnel will abide by the Controlled Substance Policy 

found in the departmentôs policy and procedure manual (#215). 
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Left Blank 
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Policy: 
 
Resuscitation can be withheld in Medical Cardiopulmonary Arrest under the following 
circumstances: 

¶ Adult patient >18 years of age AND 

¶ Pulseless, Apneic and no other signs of life present AND 

¶ Not exposed to an environment likely to promote hypothermia AND 

¶ The presence of one or more of the following: 
ü Rigor Mortis 
ü Decomposition of body tissues 
ü Dependent lividity OR 
ü When the patient has a valid State of Wisconsin DNR order/bracelet/wristband 

 
4-lead should be considered without signs of obvious death. 

 
 
If unknown DNR status or questions regarding validity of DNR status, initiate 
resuscitation unless directed to discontinue by OLMC. 
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No Resuscitation Indicated 
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Policy: 

If the patient refuses medical care at the scene or transport to the hospital, and in the opinion 

of the EMT-Basic or EMT-Paramedic team and/or the medical control physician, the patient 

requires immediate medical attention to prevent loss of life or permanent impairment, or the 

patient is not competent (i.e. drug/alcohol intoxication, medically compromised, psychotic etc.) 

transport should be initiated.  The appropriate police agency should be contacted for 

assistance and preparation of an EM-1. 

 

If the patient refuses medical care at the scene or transport to the hospital, and if the treating 

team does not believe a loss of life or permanent impairment will result and the patient is 

judged competent by the team, in consultation with medical control if appropriate, then the 

patient will be asked to sign a release form containing the following information at a minimum: 

 

1. Patientôs name, address and age 

2. Chief complaint necessitating the initial response 

3. Findings of the paramedic assessment including vital signs 

4. Signature of witnesses (preferably a police officer or family member)  

 

Documentation of care should be completed for all patients signing a release. 

Release forms should also be completed for transported patients refusing portions of 

indicated medical care (i.e. cervical spine immobilization, IV etc.). This must also be 

documented in the electronic patient care report.   

 

 

 

 

 

 
Policy 11 

PATIENT REFUSAL FOR MEDICAL CARE/TRANSPORT 
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When a physician is present at the scene and offers their assistance, please inform the 

physician of the following policy: 

ñThank you for your offer of assistance. Be advised these EMTôs are operating under the 

authority of Wisconsin Statute Chapter 256.15 No physician or other person may intercede in 

patient care without the medical control physician on duty relinquishing responsibility of the 

scene via radio or telephone.  If responsibility is given to a physician at the scene, that 

physician is responsible for any and all care given at the scene of the incident and en route to 

the hospital and must sign the patientôs medical record.ò 

Allied health personnel such as nurse practitioners and PA-Côs may assist in the care of the 

patient to the level deemed appropriate by the EMS providers, but may not assume medical 

control or give orders to the EMS providers. 

Exceptions*: 

1. If the physician at the scene is the patientôs attending physician, including 

nephrology, the medical control physician will be consulted first before granting or 

refusing responsibility to that physician. 

2. If the physician at the scene is an emergency physician who routinely provides on 

line medical direction in the Door County Emergency Services system, the on-line 

medical control physician will be consulted first before granting or refusing 

responsibility to that physician. 

 

*If either of these situations occurs, the on-scene physician may contact medical control and 

transfer care of the patient back to the on-line medical control physician for treatment during 

transfer and does not have to accompany the patient to the hospital if the on-line medical 

control physician agrees. 

 

 

 

 

 

 

 

PHYSICIAN ON-SCENE 

Policy 12 
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Basic Life Support: Identify EMS unit and that you are on a ñBLS Callò.  

1. Age and sex of patient  

2. Chief complaint 

3. Brief history of present illness or mechanism of injury 

4. Level of consciousness  

5. Vital signs, including pulse, blood pressure and respirations 

6. Pulse oximetry and/or blood glucose reading if appropriate and available 

7. Any therapeutic measures performed.  

 

Advanced Life Support: Identify EMS Unit and state ñALS callò. For all major or potential major 

trauma, STEMI or stroke patients contact medical control as early as allowed by patient 

condition and relay a brief report, including patient age, sex, mechanism of injury, current vital 

signs to allow for early activation of the trauma, STEMI or stroke system. A complete report 

should follow when the management of the patient allows. The following along with the above 

BLS criteria, additional pertinent information should be reported on all ALS calls: 

¶ Presence or absence of IV/IO access 

¶ Type of immobilization, if appropriate 

¶ Physical Exam 

¶ Pupillary size and response 

¶ Respiratory Distress 

¶ Lung Sounds 

¶ Skin Condition 

¶ JVD 

¶ Pedal Edema 

¶ Pain Scale 

¶ Relevant past medical history 

¶ Medications 

¶ Allergies 

¶ 12 lead EKG findings if appropriate 

¶ Any therapeutic measures performed.  

 

 

 

 
Policy 13 

PREFERRED RADIO REPORTING FORMAT 
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Violent, agitated or potentially violent patients who are medically unable to give consent should be 

restrained on the cot to prevent injury to the patient or paramedics.  If a patient is refusing treatment, 

but deemed to be a threat for loss of life or permanent impairment by the paramedic team, the 

appropriate police agency should be contacted, assist with restraints as needed and prepare an EM-

1. Notify receiving hospital about the nature of the patient and the need to restrain so they can 

prepare for arrival. (Once restrained, the restraints should remain in place until the patient is seen by 

a physician in the emergency department.)   

The following content will be considered the standard of care for the patient who needs physical 

restraint: 

Å Protect patient, family, bystanders and EMS personnel from potential harm.  Obtain additional 

help as necessary. 

Å Observe universal precautions. 

Å Evaluate the situation to determine the need for police presence as above. 

Å Assure clear airway, breathing and circulatory status. 

Å Complete the history and secondary physical assessment. 

Å Assess the patientôs level of consciousness, level of activity, body language and affect. 

Å Evaluate suicidal potential. 

Å Attempt to rule out common physical causes for patientôs abnormal behavior and treat 

accordingly. 

ü hypoxia 

ü hypoglycemia or other metabolic disorders 

ü head trauma 

ü alcohol intoxication 

ü substance use/abuse 

Å Maintain non-threatening attitude toward patient. 

Å Contact your hospital base station physician for medical orders as needed. 

Å Provide appropriate medical care as ordered. 

Å Complete a run report, documenting all pertinent information received, procedures 

ordered/completed, results of interventions and changes in the patientôs condition.  

Å Documentation must include: 

ü A description of the circumstances/behavior which precipitated the use of restraints 

ü A statement that the patient/significant others were informed of the reasons for the 

restraints and that their application was for the safety of the patient/bystanders or personnel 

and not as punishment for antisocial behavior. 

ü A statement that no other less restrictive measure appeared appropriate and/or other 

measures were tried and failed 

 

 

 

Restraints 

Policy 14 
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ü The time of application of the restraint device 

ü The position in which the patient was restrained and transported 

ü The type of restraint used 

 

Å Guidelines for application by EMTôs include: 

ü Restraint equipment applied by EMS personnel must be padded, four-point, soft restraints 

and allow for quick release.   

ü Restraints must be applied in such a manner that complete monitoring of vital signs is 

possible. 

ü Restraints must not cause vascular or neurological compromise. 

 

NO PATIENT SHALL BE TRANSPORTED PRONE WHILE RESTRAINED. 

 

Å Personnel operating within the Door County Emergency Services system may NOT use: 

ü Hard plastic ties or any restraint device which requires a key to remove 

ü Backboard or scoop stretcher to ñsandwichò the patient 

ü Restraints which secure the patientôs hands and feet behind the back (ñhog-tieò) 

ü Any method or material applied in a manner that could cause vascular or 

neurological compromise. 

 

Å For restraint devices applied by law enforcement officers: 

ü The restraints and position must provide sufficient slack in the device to allow the patient to 

straighten the abdomen and chest to take full tidal volume. 

ü An officer must be immediately available to the patient AT ALL TIMES at the scene as well 

as in the patient compartment of the transport vehicle. 

 

Å A left lateral lying position should be used whenever possible.  The position of transport may 

not compromise respiratory or circulatory systems and must not interfere with necessary 

medical treatment. Patients should not be transported in a prone position.   

Å Restrained extremities should be evaluated for pulse quality, capillary refill time, color, nerve 

and motor function every 15 minutes.  Restraints must be adjusted if compromise of any of 

these functions is discovered. 

Å Document reasons for any deviation from protocol on an Incident Report form. 

 

 

 

 Policy 14 
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This policy is designed to guide personnel to facilitate a service animal that would be required to 
accompany a patient.  The only animal recognized as a service animal is a dog.  A service dog 
should be registered and most will be identified by a collar or vest but are not required to have any 
identifier on them. 
 
What is a service animal? 
Under Americans with Disabilities Act (ADA) a service animal is defined as a dog that has been 
individually trained to do work or perform tasks for an individual with disabilities.  The task(s) 
performed must be directly related to the personôs disabilities. 
 
When it is not obvious what the service dog provides, personnel may ask: 
 

¶ Is the service dog required because of disability? 

¶ What work or tasks has the dog been trained to perform? 
 
Personnel are NOT to ask the following regarding a service dog: 
 

¶ About the persons disability 

¶ For documentation as proof that the dog has been trained, certified or licensed before 
accepting it as legitimate service dog 

 
Must a service animal be allowed to ride in the ambulance with its handler? 
 
Generally, yes.  However, if the space in the ambulance is crowded and the dogôs presence would 
interfere with the emergency medical staffôs ability to treat the patient, staff should make other 
arrangements to have the dog transported to the hospital. 
 
Personnel can refuse transport of a service dog for any of the following reasons: 
 

¶ If the service dog will ñfundamentally alterò the personnelôs ability to provide lifesaving care 

¶ The service dog is out of control and doesnôt take effective action to correct it 

¶ The service dog isnôt ñhouse broken.ò (term and definition used in the ADA documentation) 
 
The patient is required to maintain control of the service dog at all times.  This means that the dog 
must be harnessed, leashed or tethered, unless it interferes with the service dogôs work or the 
patientôs disability.  In that case the patient must maintain control of the service dog through voice, 
signal or other effective controls. 
 
When the patient is unconscious or in a condition requiring critical lifesaving treatment and the 
service dogôs presence would compromise the care or safety during transport, it is best to make other 
arrangements of transport for the service dog.  Revert care of service dog to respective law 
enforcement or contact on-duty supervisor. 
 

***Source: U.S. Department of Justice, Civil Rights Division, Disability Rights Section*** 

Service Dog 

Policy 15 
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The treatment of injuries is the primary care objective in potential sexual assault cases.  

Sexual Assault patients should be transported preferentially to Door County Medical Center 

for evaluation by a Sexual Assault Nurse Examiner. If the patient requests transfer to a 

different facility, patient choice should be honored.  

 

Observe the following in treatment: 

 

1. Do not clean the patient up or allow the patient to wash 

2. Do not question the patient concerning the incident 

3. Avoid cutting clothing.  If clothing is removed, it should be placed in separate paper 

bags. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SEXUAL ASSAULT 
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Policy: 
Unsuccessful cardiopulmonary resuscitation (CPR) and other advanced life support 
(ALS) interventions may be discontinued prior to transport or arrival at the hospital 
when this procedure is followed: 
 
Note: When asystole is seen on the cardiac monitor, confirmation of the rhythm shall include 
a PRINTED rhythm strip, as well as documented interpretation of the rhythm strip in more 
than one lead. Low amplitude V-fib or PEA may be difficult to distinguish from asystole when 
using only the cardiac monitor display for interpretation. 
 
Procedure: 
1) Discontinuation of CPR and ALS intervention may be implemented by a Paramedic without 
Medical Control consultation in a non-hypothermic adult provided all following criteria exist: 

¶ Initial rhythm is Asystole or PEA, confirmed in two leads on a printed strip 

¶ Terminal rhythm is asystole confirmed in two leads on a printed strip 

¶ Advanced airway (King LTD/I-Gel or ETT) confirmed by digital capnography (ETT/NVA) 

¶ At least three doses of Epinephrine have been administered 

¶ Cardiac Arrest refractory to minimum of 20 minutes of ACLS 

¶ Quantitative EtCO2 value is <10mmHg with effective CPR, after 20 minutes of ACLS 

¶ Absence of ROSC (Return of Spontaneous Circulation) throughout resuscitation efforts. 
 
2) Field termination if the above criteria arenôt met after 20 minutes of ACLS must be 
approved by Medical Control. 
 
3) The paramedic has the discretion to continue resuscitation efforts if scene safety, location, 
patientôs age, time of arrest, or bystander input compels this decision. 

 

 

 

 

 

 

 

 

 

 

Termination of Resuscitation 
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Policy: 

Every patient encounter by EMS shall be documented. Vital signs are a key component in the 

evaluation of any patient and a complete set of vital signs is to be documented in the patient care 

report (PCR) for any patient who receives any assessment component. 

To ensure: 

ü Objective evaluation of every patientôs general clinical status 

ü Documentation of a complete set of vital signs 

Procedure: 

1. An initial complete set of vital signs includes: 

ü Pulse rate 

ü Systolic AND diastolic blood pressure (cap refill may be substituted in children < 3) 

ü Respiratory rate 

ü Pain / severity (when appropriate to patient complaint) 

ü GCS for Injured Patients 

2. When no ALS treatment is provided, palpated blood pressures are acceptable for REPEAT vital 

signs. 

3. Based on patient condition, complaint, and protocol used, vital signs may also include: Pulse 

Oximetry, Temperature, End Tidal CO2, Breath Sounds, and Level of Response 

4. If the patient refuses evaluation, an assessment of capacity and a patient disposition must be 

documented in the electronic patient care report. In addition, providers should record any vital signs 

that the patient or situation allows (e.g. a respiratory rate may be obtained by observation alone), and 

include an explanation of the clinical situation and refusal in the PCR narrative. 

5. When any components of vital signs were obtained using the cardiac monitor, the data should be 

exported electronically to the PCR. Where values are inconsistent with manually obtained values, 

values may be appropriately edited to reflect the manually obtained values. 

6. Document situations that preclude the evaluation of a complete set of vital signs. Generally, 

children > 3 years of age should have a BP measured, and cap refill measured for < 3 years of age. 

For young children, the need for BP measurement should be determined on a case by- case basis 

considering the providerôs rapport with the child and the childôs clinical condition. Blood pressure 

measurement is not required for all patients, but should be measured if possible, especially in 

critically ill patients in whom blood pressure measurement may guide treatment decisions. 

7. Record the time vital signs were obtained; any abnormal vital sign should be repeated and 

monitored closely. 

Documentation of Vital Signs 

Policy 18 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

 

E 

Initial Assessment 
BLS Maneuvers 

Consider Spinal Protection 
Procedure Page 268 

 

E 

B 
Consider 12 Lead EKG and/or 
Cardiac Monitor and/or EtCO2 

B 

MC 
Exhausted Standing Protocols? 

Consult Medical Control 
MC 

General Approach 

Be sure proper PPE is donned 

(contact, droplet, airborne) 

Adult-Airway Protocol Page 30 

Vital Signs 

BP, pulse, resp. rate, SpO2 at least every 15 

minutes 

Temperature if pt. with hx fever or hot to touch. 

 

Consider Supplemental O2 

Most Appropriate Protocol 

General Protocol 

Pearls 

RECOMMENDED EXAM: Vital signs, mental status with GCS and 

location of injury or complaint, then to specific protocol 

*12 Lead EKG should be done EARLY on a possible STEMI patient. * 

¶ Vital signs include: Blood Glucose Reading ï if any 

weakness, altered mental status or history of diabetes. 

¶ Oxygen Saturation and Capnography if condition 

warrants 

¶ Nothing by mouth, unless patient is a known diabetic 

with hypoglycemia and able to selfȤadminister oral 

glucose paste or a glucose containing beverage or 

unless indicated by specific protocol. 

¶ If evidence of dehydration or BP<90mmHg systolic 

administer 250ml 0.9% NaCl and refer to appropriate 

protocol. If hypoglycemic refer to diabetic emergency 

protocol. 

¶ Any patient contact which does not result in an EMS 

transport must have a completed refusal form. 

¶ Required vital signs on every patient include blood 

pressure, pulse, respirations, painȤseverity. 

¶ Pulse oximetry and temperature documentation is 

dependent on the specific complaint 

¶ Timing of transport should be based on the patientôs 

clinical condition and the transport policy. 

¶ Never hesitate to consult medical control for patient 

who refuses 

¶ Orthostatic vital sign procedure should be performed in 

situation where volume status is in question. 

 Scene Safety 

-Bring all necessary equipment to patientôs side 

ȤDemonstrate professionalism and courtesy 

Cardiac Arrest Protocol 

Page 40 

If in Cardiac Arrest 
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¶ Scene Safety 

¶ PPE (consider contact, droplet, and/or airborne) 

¶ Initial assessment (BLS maneuvers and consider c-spine immobilization) 

¶ Establish patent airway 

¶ Provide Supplemental oxygen to maintain SpO2 Ó 92 %, or if any respiratory signs or 
symptoms present 

¶ Obtain, record and monitor vital signs 

¶ Refer to Airway-Adult Protocol Page 30 if indicated 
 
 

  
 

¶ Blood Glucose procedure if indicated 

¶ Perform cardiac monitoring 

¶ Perform a 12-lead ECG if chest pain, abdominal pain above the umbilicus or ischemic 

equivalent symptoms 

 
 
 

¶ IV Protocol Page 105 if needed 
 
 

 

  

General Approach 

History 

¶ Location 

¶ Onset 

¶ Duration 

¶ Quality 

¶ Radiation 

¶ Severity 

¶ Precipitating events 

¶ Modifying factors 

¶ Associated symptoms 

¶ S-A-M-P-L-E 

¶ Past Medical/Surgery 

¶ Family 

¶ Social 

Exam: 

¶ Primary Assessment 

¶ Airway 

¶ Breathing 

¶ Circulation 

¶ Disability 

¶ Expose 

¶ Secondary Assessment 

¶ HEENT 

¶ Respiratory 

¶ Cardiovascular 

¶ Abdomen 

¶ Extremities 

¶ Neuro 

Differential: 

¶ Vascular 

¶ Infectious/Inflammatory 

¶ Trauma/Toxins 

¶ Autoimmune 

¶ Metabolic 

¶ Idiopathic 

¶ Neoplastic 

¶ Congenital 

Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

General Approach 

Contact Medical Control with any questions or additional orders 

AEMT-Perform/Confirm All Above Interventions Paramedic-Perform/Confirm All Above Interventions 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

NFPA Age Predicted 
85% Maximum Heart 

Rate 

20-25  170 

26-30  165 

31-35  160 

36-40  155 

41-45  152 

46-50  148 

51-55  140 

55-60  136 

61-65  132 

E 
General Approach 
Protocol Page 27 E 

E 
Pulse Ox 

 Procedure Page 267 E 

E 
Temperature  

Procedure Page 273 E 

E 
Obtain SPCO if 

capable E 

YES 

YES 

NO 

Emergency Incident Rehab 

Automatic Transport 
Criteria 

 

¶ Chest Pain 

¶ Confusion 

¶ Shortness of Breath 

¶ Palpitations or 
Irregular Heart Beat 
Sensations 

Further evaluation and reference to 
specific protocol should be initiated. If 

personnel refuse transport, a ñno return to 
workò for the incident may be issued by 
Medical Group/Division Leader or EMS 
staff.  Supervisor of personnel issued a 
ñno return to workò (Company or Chief 
officer) shall be advised of the ñno return 
to work issued.ò Contact Medical Control 

with any questions or concerns. 

20-minute rest period for 

all personnel in Rehab. 

Minimum of 0.5 L of fluid 

intake during the 20-

minute timeframe. 

Emergency Incident Rehab 

Remove Any of the Following: 

¶ PPE 

¶ Body Armor 

¶ Chemical Suits 

¶ SCBA 

¶ Turnout Gear 

¶ Other Specific Equipment 

SBP >200 or <90 mm HG? 

Respiratory Rate >30 bpm? 

Pulse Oximetry <92% 
SPCO >8% 

Temperature >101 F 
 or <97 F 

Pulse Rate <120 and SBP >100? 

YES 

YES 

YES 

NO 

NO 

NO 

NO 

Symptoms resolved? 

Additional 20-minute rest period with 

0.5L of fluid intake during that time 

frame. 

Discharge from Rehab and Return to 

Staging for Assignment 

NO 

YES 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 

Basic Airway Maneuvers: 

¶ Open Airway 

¶ Suction 

¶ Nasal or Oral Airway 

E 

E 
Supplemental 
O2 Maintain 
SPO2 >92% 

E 

E 

Assess  

¶ ABCôs 

¶ Respiratory Rate 

¶ Effort, Adequacy 

¶ Pulse Oximetry 

 

E 

B 

EtCO2 
monitoring, 
Consider 

CPAP 
Procedure 
Page 232 

B 

E 
Non Visualized Airway  
Procedure Page 234 

B 

P 
Orotracheal 

Intubation Procedure 
Page 240 

P 

P 

RSI (Rapid 
Sequence Intubation) 

Procedure if 
indicated 
Page 242 

P 

E 

Airway 
Obstruction 
Procedure 
Page 233 

E 

 
P 

Surgical 
Cricothyrotomy 

Procedure 
Page 239 

 
P 

 
MC 

Consult 
Medical 
Control 

 
MC 

Resume BVM 

Air Exchange? 

Confirm Airway Placement 

ETCO2 and Exam 

Obstruction 

NO 

YES 

Success < 2 attempts NO 

Success 
Continue BVM 

Maintain SPO2 

>92% 

Airway-Adult 

BVM 

Adequate Inadequate 

Altered, Apneic 

Awake and Protecting Airway Successful 

Unsuccessful 

General Approach Protocol 

Page 27 

E E 

Transport to Closest 

Facility 

Airway-Adult 
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¶ General Approach Protocol 

¶ Perform Basic Airway Maneuvers: open airway, nasal/oral airway; BVM if needed. 

¶ BVM: 

ü Ventilate once every 5-6 seconds (10-12 times/minute) 

¶ Supplemental oxygen to maintain SPO2 > 92% 

¶ If suspicion of trauma, maintain C-spine protection. 

¶ Suction all debris, secretions from the airway if necessary 

¶ If patient does not respond to above measures or deteriorates consider advanced airway (NVA) 

placement Page 234 

 

 

 

¶ Refer to CPAP Procedure if indicated (Page 232) 

¶ If signs of airway obstruction refer to Airway Obstruction Procedure (Page 233) 

¶ If patient does not respond to above measures or deteriorates consider advanced airway placement 

Page 234 

¶ Monitor oxygen saturation and end-tidal CO2 continuously 

 

 

¶ Follow algorithm if invasive airway intervention is needed (Non-Visual Airway/ETT): 

ü Apnea 

ü Decreased level of consciousness with respiratory failure (i.e. hypoxia [O2 sat < 90%] not improved 

by 100% oxygen, and/or respiratory rate < 8) 

ü Poor ventilatory effort (with hypoxia not improved by 100% oxygen) 

ü Unable to maintain patent airway 

ü Follow appropriate procedure (Video Laryngoscopy, I-Gel, King LTS-D, Direct Laryngoscopy, etc)   

(Pages 236,234,246) 

 

¶ Following placement of the ETT/Non-Visual Airway confirm proper placement: 

ü Observe for presence of alveolar waveform on capnography 

ü Assess for absence of epigastric sounds, presence of breath sounds, and chest rise and fall 

ü Record tube depth and secure in place using a commercial holder if applicable 

 

 

¶ Refer to Rapid Sequence Intubation Procedure if indicated (Page 242) 

¶ Refer to Surgical Cricothyrotomy if indicated (Page 239) 

 

 

 

 

Airway-Adult 
Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

Contact Medical Control for any additional questions or orders. 

Paramedic-Perform/Confirm All Above Interventions 

Airway-Adult 

AEMT-Confirm/Perform All Above Interventions 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach 
Protocol Page 27 E 

B 
Consider CPAP 

Procedure (Page 232) 
B 

B 
Albuterol 2.5mg & 
Ipratropium 0.5 mg 

B 

B 
Repeat Albuterol 

2.5mg PRN 
B 

AE 
Consider Xopenex 

1.25 mg 
P 

B 
Consider in line neb 

w/ CPAP 
B 

B 
12 Lead Procedure 

Page 228 
B 

AE IV Protocol Page 105 AE 

MC 

Contact Medical 
Control for the 

consideration of 
administering either of 

the following two 
medications 

MC 

 
B 
 

Epinephrine 1:1000 
0.3 mg IM (Use 

caution in patients 
>50 yrs of age, hx of 
CAD and cardiac hx) 

B 

P 
Magnesium Sulfate 
2g in 100 mL NS IV 

over 10 minutes 
P 

Signs/Symptoms consistent with Asthma/COPD 

Airway Patent, Ventilation and Oxygenation 

Adequate? 

Consider Airway-

Adult Protocol    

Page 30 

Supplemental O2 

and maintain 
Wheezes noted? 

YES NO 

YES 

NO 

Airway-Asthma/ COPD 

Airway-Asthma/ COPD 
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¶ General Approach Protocol Page 27 

¶ Assess lung sounds 

¶ Supplemental oxygen to maintain SPO2 > 92% 

 

 

 

¶ Consider CPAP Page 232 if available and symptoms are moderate to severe 

ü If history of Asthma or COPD, start at 5cm of H2O and titrate up to maximum 10 cm of H20 for effect 

¶ Albuterol (Proventil) 2.5 mg/3 ml and Ipratropium Bromide 0.02% (Atrovent) 0.5 mg/2.5 ml via 

nebulizer if wheezing or history of Asthma/COPD. Albuterol may be repeated to a maximum of 3 

administrations.  

¶ 12 Lead EKG Procedure Page 228 if indicated 

¶ If symptoms Severe (not speaking, little or no air movement) consider: 

 

 

 

 

 

 

¶ IV Protocol Page 105      

¶ Observe for signs of impending respiratory failure: Refer to Airway-Adult Protocol (Page 30) if indicated: 

ü Hypoxia (O2 sat < 92%) not improved with 100% O2 

ü Poor ventilatory effort 

ü Altered mental status/decreased level of consciousness 

ü Inability to maintain patent airway 

ü Consider Xopenex 1.25 mg/3 ml via nebulizer. 

 

 

 

 

 

Airway-Asthma/ COPD 

Basic-Perform/Confirm Above Interventions 

Emergency Medical Responder 

Contact Medical Control for the consideration of administering Epinephrine 1:1000, 0.3 mg IM if 

available. Use caution in patients >50 yrs of age or history of CAD 

Contact Medical Control for the consideration of admistering of Magnesium Sulfate. 2 g IV in 100 mL of NS 

over 10 minutes.  

**DO NOT use Magnesium Sulfate in patients with a history of Renal Failure** 

History 
¶ Asthma; COPD -- chronic      

bronchitis, emphysema, 
congestive heart failure 

¶ Home treatment (oxygen, 
nebulizer) 

¶ Medications (theophylline, 
steroids, inhalers) 

¶ Toxic exposure, smoke  

inhalation 

 

Signs and Symptoms 
¶ Shortness of breath 

¶ Pursed lip breathing 

¶ Decreased ability to 
speak full sentences 

¶ Increased respiratory rate 
and effort 

¶ Wheezing, rhonchi 

¶ Use of accessory 
muscles 

¶ Fever, cough 

¶ Tachycardia 

 

Differential 
¶ Asthma 

¶ Anaphylaxis 

¶ Aspiration 

¶ COPD (Emphysema, Bronchitis) 

¶ Pleural effusion 

¶ Pneumonia 

¶ Pulmonary embolus 

¶ Pneumothorax 

¶ Cardiac (MI or CHF) 

¶ Pericardial tamponade 

¶ Hyperventilation 

¶ Inhaled toxin (Carbon monoxide, etc.) 

 

Airway-Asthma/ COPD 

Paramedic-Perform/Confirm Above Interventions AEMT-Perform/Confirm Above Interventions 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach 
Protocol Page 27 E 

B 
12 Lead EKG Procedure 

Page 228 
B 

 
AE 

 
IV Protocol Page 105 AE 

AE 
Nitroglycerin 0.4mg SL if 
SBP >90, every 3 minutes 

PRN Total of 3 doses for AE.  
AE 

B CPAP Procedure (Page 232) B 

P 
Epi Infusion 2-10 

mcg/min Titrate to SBP 
>90 mmHg 

P 

 
MC 

Consult 
Medical 
Control 

 
MC 

Airway-CHF/ Pulmonary Edema 

Following Commands? 

Reassess & Monitor 

Symptoms Resolve? 

Consider Cardiogenic Shock 

Airway-CHF 

Consider Airway-Adult 

Protocol as needed        

(Page 30) 

 

YES NO 

NO 

YES 
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¶ General Approach Protocol Page 27 

¶ Supplemental oxygen to maintain SPO2 > 92% 
 
 
 

¶ Consider CPAP (Page 232) if available and symptoms are moderate to severe 
ü If history of Asthma or COPD, Start at 5cm of H2O.  

 

¶ 12 Lead EKG Procedure Page 228 

 
 
 
 

¶ IV Protocol Page 105 

¶ Nitroglycerin 0.4 mg SL every 3 min: 
ü Contraindicated if SBP <90 mmHg 
ü within last 24 hours (Viagra, Levitra); 48 hours (Cialis) 

 

 
 

¶ Observe for signs of impending respiratory failure: Refer to Airway-Adult Protocol if indicated: 
ü Hypoxia (O2 sat < 92%) not improved with 100% O2 

ü Poor ventilatory effort 
ü Altered mental status/decreased level of consciousness 
ü Inability to maintain patent airway 

 

¶ For Hypotension (systolic BP <90 mmHg):   
ü Consider Epi infusion at 2-10 mcg/min titrated to maintain 

SBP >90 mmHg Epi chart Page 299 
 

Airway-CHF 

History 
¶ Congestive heart failure 

¶ Past medical history 

¶ Medications (digoxin, Lasix, 

¶ Viagra / sildenafil, Levitra / vardenafil, 
Cialis / tadalafil) 

¶ Cardiac history ςpast myocardial infarction 

 

Signs and Symptoms 
¶ Respiratory distress, 
   bilateral rales 

¶ Apprehension, orthopnea 

¶ Jugular vein distention 

¶ Pink, frothy sputum 

¶ Peripheral edema, diaphoresis 

¶ Hypotension, shock 

¶ Chest pain 

 

Differential 
¶ Myocardial infarction 

¶ Congestive heart failure 

¶ Asthma 

¶ Anaphylaxis 

¶ Aspiration 

¶ COPD 

¶ Pleural effusion 

¶ Pneumonia 

¶ Pulmonary embolus 

¶ Pericardial tamponade 

¶ Toxic Exposure 
 

Emergency Medical Responder 

Basic-Confirm/Perform All Above Interventions 

Paramedic-Confirm/Perform All Above Interventions 

Airway-CHF 

AEMT-Confirm/Perform All Above Interventions 
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P 
Double 

Paramedic 
P 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 
MC 

Consult 
Medical 
Control 

 
MC 

Airway-Rapid Sequence Intubation & 

Rapid Sequence Airway 

Airway-Rapid Sequence Intubation & Rapid Sequence Airway 

Continue BVM 

Maintain SPO2 

 

Successful Unsuccessful 
Refer to Airway-Surgical 

Cricothyrotomy 

Procedure if indicated 

Airway, Adult Protocol Unsuccessful 

Preparation (T-8 minutes) 

IV/IO, EKG, SPO2, BP 

Functioning Laryngoscope, BVM, O2, ETT, Rescue Airway, Suction, ETCO2 

Meds drawn and labeled (including post procedure sedation) 

 

PreOxygenate (T-5 minutes) 

100% O2 x 5 minutes via NRB or 8 vital capacity breaths with 100% O2 

via BVM 

PreTreatment (T-2 minutes) 

Evidence of Head Injury- Lidocaine 1.5 mg/kg IV/IO (max 150 mg) 

Consider in patients <12-Atropine 0.02 mg/kg IV/IO  

(minimum 0.10 mg, max dose 1.0 mg) 

POST-PLACEMENT MANAGEMENT (T+1 minute) 

Rocuronium 1.0 mg/kg IV/IO, repeat w/ 0.5 mg/kg every  

30 minutes 

Adult: Fentanyl 50 mcg IV/IO Pediatric: Fentanyl 1 mcg/kg IV/IO 

After 30 mins re-sedate Adult: Versed 2.0 mg IV/IO  

Pediatric: Versed 0.1 mg/kg IV/IO 

PLACEMENT with PROOF (T+30 seconds) 

Place NVA/ETT, confirm with: End Tidal CO2, Waveform, Auscultation, 

Physical findings 

Secure device, note position 

Use VERSED 2.0 mg 
IV/IO when Ketamine is 
relatively contraindicated. 
 
*Severe Hypertension 
with cardiac history 
*Pregnancy 
*Consider the use of 
versed in a patient in 
status epilepticus 
*Versed may be utilized 
for continued sedation 

Paralysis & Induction (T-0) 

a. Adult/Pediatric: Ketamine 1.0 mg/kg IV/IO over 1 min or  

Adult: Versed ï 2.0 mg IV/IO, may repeat 1x 

Pediatric: Versed ï 0.30 mg/kg IV/IO 

b. Adult: Succinylcholine 100 mg IV/IO, may repeat 1x 
Pediatric: Succinylcholine 2.0 mg/kg IV/IO, up to 100 lbs. 
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To facilitate oral endotracheal intubation of a patient when attempts without muscle relaxation are not 

successful and the airway cannot be adequately protected. 

Indications (Possible Candidates for RSI): 

¶ GCS <8 (decreased LOC) 

¶ Potential for airway compromise 

¶ Head-injured patients with airway compromise 

¶ Status epilepticus not responding to anticonvulsants 

¶ Patients unable to protect airway (trauma, CVA, obstruction, overdose, anaphylaxis, etc.) 

¶ Severe Respiratory Distress (COPD, asthma, burns, etc.) 

¶ Insufficient respirations (pulse ox. <85%, shallow respirations, cyanosis, air hunger, etc.) 

¶ Patients with a defined salvage airway plan (BVM, supraglottic airway, or surgical airway)  
 

Contraindications: 

¶ Known allergy to necessary medications 

¶ Suspected epiglottitis, edema, or retropharyngeal edema 

¶ Severe oral, mandibular, or anterior neck trauma 

¶ Conscious patient (with stable hemodynamics) who is maintaining an impaired airway 

¶ Age less than 2 years old 

¶ Significant hypotension, including profound shock states 

¶ Cricothyrotomy contraindicated (potential contraindication) 
 

PREPARATION: (T-8 minutes, requires 2 Paramedics): 

1. Assumes oral intubation and failed airway equipment preparation (functioning laryngoscope, BVM, 
O2, ETT, rescue airway, suction, ETCO2) 

2. Pre-oxygenate with 100% O2 (initially NRB mask or NC, then BVM only if needed), avoid 
hyperventilation 

3. Meds drawn and labeled (including post procedure sedation) 
 

PREOXYGENATE:  (T-5 minutes) 

1. 100% 02 for 5 minutes via NRB or 8 vital capacity breaths with 100% O2 via BVM 

 

P 
Double Paramedic Procedure (requires 2 

Paramedics by patientôs side during procedure) 
P 

Airway-Rapid Sequence Intubation (RSI) &  

Rapid Sequence Airway (RSA) 

Airway- Rapid Sequence Intubation & Rapid Sequence Airway 



38 
DOOR COUNTY EMERGENCY SERVICES 1-1-2016; Revised 7/2018, 7/2020, 3/2022 

 

 

 

 

PRETREATMENT:  (T-2 minutes): 

1. All suspected head injured or stroke patients - LIDOCAINE 1.5 mg/kg IV/IO (max 150 mg).  
Reduces cardiovascular and intracranial pressure responses to intubation 

 

2. Consider in patients age <12 - ATROPINE 0.02 mg/kg IV/IO (minimum dose 0.1 mg, max dose 
1.0 mg).  
Blunts bradycardia from vagal stimulation caused by laryngoscopy or the administration of 

succinylcholine.  Pre-procedure dose especially important in pediatrics. 

 

PARALYSIS and INDUCTION: (T-0 minutes, Intubation begins): 

1. Ketamine (ketalar): Dissociative anesthetic causing sedation and analgesia. 
a. For use in patients requiring emergent intubation that Ketamine is not contraindicated. 
b. May also consider for patients requiring intubation secondary to asthma. 

i. Adult: 1.0 mg/kg IV/IO over 1 minute 
ii. Pediatric: 1.0 mg/kg IV/IO over 1 minute 

 
Use VERSED when Ketamine is relatively contraindicated.  **Examples include: 

¶ Severe Hypertension with cardiac history 

¶ Pregnancy 

¶ Consider the use of versed in a patient in status epilepticus 

¶ Versed may be utilized for continued sedation 
 

OR 
 
2. Versed (midazolam):  Short-acting benzodiazepine causing sedation and analgesia. 

a. Adult- 2.0 mg IV/IO, may repeat one time if inadequate sedation obtained.  
b. Pediatric- 0.3 mg/kg (minimum dose 0.3 mg).  Use Broselow tape for guidance. 

 
3.  SUCCINYLCHOLINE (Anectine): Depolarizing neuromuscular blocking agent which provides 

short term paralysis in order to facilitate intubation.  Onset within 30-90 seconds all protective 
reflexes will be absent (gag, cough, and swallow.)  
¶ Adult: 100 mg IV/IO, may repeat 1x if needed  
¶ Pediatric: 2.0 mg/kg IV/IO up to 100 lbs. 
**Succinylcholine is contraindicated in cases of neuromuscular disease, such as ALS, 

Myasthenia Gravis, and Guillain-Barre 

 

Airway-Rapid Sequence Intubation (RSI) &  

Rapid Sequence Airway (RSA) Cont. 
 

Airway-Rapid Sequence Intubation & Rapid Sequence Airway 
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PLACEMENT:   (T+30 seconds) 

1.    Intubate by ETT or NVA orally at adequate paralysis/relaxation (usually 1.5- 2.0 min.) 

2.    Ventilate manually and confirm tube placement with bilateral anterior and axillary breath sounds, 

and absence of gastric sounds.  Utilize a secondary means of confirmation, such as the EDD or 

EtCO2.  Secure the tube and note position. 

3.  If unable to intubate after neuromuscular blockade (NMB), continue BVM ventilations with 100% 

O2 and proceed to placement of salvage airway device (i.e. NVA or surgical airway).  Surgical 

airway is indicated if endotracheal intubation and previous salvage airway attempts fail. 

 

POST-PLACEMENT:  continued sedation/analgesia/paralysis (T+ 1 minute after procedure) 

1. Continue paralysis with ROCURONIUM 

¶ Loading dose of 1.0 mg/kg IV/IO is needed. 

¶ Give additional dose of 0.5 mg/kg IV/IO every 30 minutes, or as directed by medical control. 
2. Re-sedate after 30 minutes or as needed with VERSED  

Adult - 2.0 mg IV/IO   
Pediatric - 0.1 mg/kg IV/IO (minimum dose 0.1mg) up to a single dose of 2.0 mg over 2 minutes 
(~ 1 mg for 10 kg pt) 

3. Continued analgesia with FENTANYL 50 mcg IV/IO every 30 minutes, or as directed by medical 
control. 

4.  Continuously re-assess the patientôs airway status, vital signs, pulse oximetry, ETCO2, and 

sedation levels. 

 

 

 

 

 

 

 

 

 

 

Airway-Rapid Sequence Intubation (RSI) &  

Rapid Sequence Airway (RSA) Cont. 
 

Airway-Rapid Sequence Airway & Rapid Sequence Airway 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach Protocol 

Page 27 
E 

 

No 
Resuscitation 

Indicated 
Policy 

Page 15 

 

Cardiac-Cardiac Arrest 

Criteria for Death/ No Resuscitation 

Indicated? 

Immediately perform uninterrupted 

compressions at a rate of 100 compressions 

per minute for 2 minutes 

If PEA/ Asystole (No Shock 

Advised) DO NOT SHOCK 

If VT or VF (or AED advises 

shock) Defibrillate.  

Stop compression for rhythm analysis  

(5 seconds) 

Go to appropriate Protocol and resume 

compressions 

Perform continuous compressions until 

defib pads are placed and monitor is 

charged ready to deliver shock 

Adequate Bystander CCR or CPR?  

YES 

NO 

NO 

YES 

AT ANY TIME Return 

of spontaneous 

circulation ï Go to 

Post Resuscitation 

Protocol Page 62 

 

Cardiac-Cardiac Arrest 
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¶ General Approach Protocol  

¶ Check responsiveness and check for a carotid pulse 

¶ If adequate bystander compressions ongoing, continue compressions until monitor 
pads in place and monitor charged. Stop compressions for rhythm analysis (< 5 sec) 

¶ If VT or VF (or AED Advises Shock), defibrillate 

¶ If PEA/Asystole, go to appropriate protocol and resume compressions 

¶ Immediately after defibrillation, resume chest compressions with a different operator compressing. Do 
not pause for post-shock rhythm analysis. Stop compressions only for signs of life (patient movement) 
or rhythm visible through compressions on monitor or pre-defibrillation rhythm analysis every 2 minutes 

¶ If compressions are not being performed upon arrival or if compressions are not deemed adequate, 
immediately perform compressions at a rate of 100 compressions per minute for 2 minutes. 

 
 

 
 

¶ Consider IV Protocol Page 105 
 

 

¶ Refer to respective Cardiac Rhythm Protocol 

¶ Refer to No Resuscitation Policy (Page 15) or Termination of Resuscitation Policy (Page 23) if indicated 

¶ If ROSC (Return of Spontaneous Circulation) refer to Cardiac- Post Resuscitation Protocol Page 62 

 

 

Cardiac Arrest 

 
¶ CCR is indicated in ADULT patients that have suffered cardiac arrest of a presumed cardiac 

nature. It is not indicated in those situations where other etiologies are probable (overdose, 
drowning, hanging etc.). In these instances, CPR is indicated. 

 

¶ Successful resuscitation requires planning and clear role definition. 
 

¶ In the event a patient suffers cardiac arrest in the presence of EMS (EMS witnessed 
Cardiac Arrest), the absolute highest priority is to apply the AED/Defibrillator and 
deliver a shock immediately if indicated. 
 

¶ Reassess airway frequently and with every patient move. 
 

¶ DO NOT INTERRUPT CHEST COMPRESSIONS! 
 

 

History: 

¶ Events leading to arrest 

¶ Estimated downtime 

¶ Past Medical History 

¶ Medications 

¶ Existence of terminal illness 

¶ Signs of lividity, rigor mortis 

¶ DNR 

Signs and Symptoms 

¶ Unresponsive 

¶ Apneic 

¶ Pulseless 

Differential 

¶ Medical or Trauma 

¶ Vfib vs Pulseless Vtach 

¶ Asystole 

¶ Pulseless electrical activity 

¶ (PEA) 

Cardiac-Cardiac Arrest 

Paramedic-Perform/Confirm All Above Interventions 

Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

AEMT-Perform/Confirm All Above Interventions 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach Protocol 

Page 27 
E 

B 
12 Lead EKG Procedure 

Page 228 
B 

AE IV Protocol Page 105 AE 

P 
Consider Diltiazem 10 mg IV 

 
P 

 
MC 

Consult 
Medical 
Control 

 
MC 

 
P 

Sedation if patient condition 
allows & SBP >90 mmHg, 

Versed 2 mg IV/IO/IN (4mg 
Max Dose) & Fentanyl 25-50 
mcg IV/IO/IN (200 mcg Max 

Dose) 
 

 
P 

P 
Synchronized Cardioversion 
First Energy Level: 100 Joules 
Second Energy Level: 200 Joules 

P 

B 
12 Lead EKG Procedure after 

rate control/ conversion 
B 

   

Cardiac-Atrial Fibrillation or Flutter 

HR >150 & 

No Symptoms 

HR> 150, AFib 

Confirmed, SBP >90 

mmHg, and mild 

symptoms 

HR>150, AFib Confirmed, Pre-

Arrest Symptoms, SBP<90 

mmHg, Altered LOC 

Cardiac-Atrial Fibrillation or Flutter 

Monitor and 

Transport 

Monitor and 

Expedite 

Transport 
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¶ General Patient Care Protocol Page 27 

 

 

¶ 12 Lead EKG Procedure Page 228 

 

¶ IV Protocol Page 105  
 
 
 
Stable 

¶ HR > 150 

¶ No Symptoms 
Monitor and Transport 
 
Borderline  

¶ HR >150 

¶ A-Fib confirmed 

¶ SBP >90 mmHg 

¶ mild symptoms i.e. CP, SOB, light headedness  

¶ Consider administration of 10 mg of Diltiazem, may give a second dose (additional 10 mg after 
15 min) 

Monitor and Expedite Transport 
 
 
 
 
 

Cardiac-Atrial Fibrillation or Flutter 
History: 

¶ Medications 

¶ (Aminophylline, diet pills, 

¶ thyroid supplements, 

¶ decongestants, Digoxin) 

¶ Diet (caffeine, chocolate) 

¶ Drugs (nicotine, cocaine) 

¶ Past medical history 

¶ History of palpitations/heart 

racing 

Signs and Symptoms 

¶ Tachycardia 

¶ QRS <0.12 sec 

¶ Dizziness, CP, SOB 

¶ Potential presenting rhythm 

¶ Sinus tachycardia 

¶ Atrial fibrillation/flutter 

¶ Multifocal atrial tachycardia 

Differential 

¶ Heart Disease (WPW, Valvular) 

¶ Sick sinus syndrome 

¶ Myocardial Infarction 

¶ Electrolyte imbalance 

¶ Exertion, pain, emotional stress 

¶ Fever 

¶ Hypoxia 

¶ Hypovolemia or Anemia 

¶ Drug effect / OD (see HX) 

¶ Hyperthyroidism 

¶ Pulmonary embolus 

Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

AEMT-Perform/Confirm All Above Interventions 

Paramedic-Perform/Confirm All Above Interventions 

Cardiac-Atrial Fibrillation or Flutter 
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Unstable 

¶ HR >150 

¶ A-Fib confirmed 

¶ Pre-Arrest Symptoms 

¶ SBP< 90 mmHg 

¶ Altered LOC 
ü Sedation if patient condition and time allows (hold if SBP <90mmHg): 
ü Fentanyl 25-50 mcg and Midazolam 2 mg IV/IO 
ü Titrate to maximum total dose of Fentanyl 200 mcg and Midazolam 4 mg 
ü Synchronized Cardioversion 
ü 1st energy level: 100 Joules 
ü If no response: 200 Joules 

¶ 12 Lead EKG Procedure after rate control/conversion 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cardiac-Atrial Fibrillation or Flutter 

Contact Medical Control for Unstable A-Fib or A-Flutter for discussion of the following 

treatments 

Cardiac-Atrial Fibrillation or Flutter 
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Left Blank 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach Protocol 

Page 27 
E 

 

No 
Resuscitation 

Indicated 
Policy    

Page 15 

 

AE 
IV/IO Procedure Pages 

276/281 
AE 

P 
Epinephrine 1mg 1:10,000 

IV/IO Every 3-5 Minutes 
P 

P 

Consider Correctable Causes 
Hypoxia ï secure airway and ventilate 
Hypoglycemia ï Dextrose 25g  
Hyperkalemia ï Sodium bicarbonate 1mEq/kg IV/IO, Calcium Chloride 1g IV/IO 
Hypothermia ï Active Rewarming 
Calcium Channel and B-Blocker OD ï Glucagon 2mg IV/IO 
Calcium Channel Blocker OD ï Calcium Chloride 10ml of 10% solution IV/IO over 20 minutes 
(avoid if patient on Digoxin/Lanoxin) 
Tricyclic antidepressant OD ï Sodium Bicarbonate 1mEq/kg IV/IO 
Possible Narcotic OD ï Naloxone 2.0 mg IV/IO/IM/IN repeat every 5 minutes x 3 total doses 

P 

 
MC 

Consult 
Medical 
Control 

 
MC 

Cardiac-Asystole 

Termination of Resuscitation 

Policy Page 23 

Cardiac Arrest Protocol 

Page 40 

Continue Epinephrine and 

Correctible Causes Hôs & Tôs  

Criteria for Death/ No Resuscitation? 

If Presumed Cardiac in Nature, CCR Procedure Page 250.  If Other Cause 

for Arrest (electrocution, drowning, overdose), CPR Procedure Page 259 . 

After 20 Minutes Criteria for 

Discontinuation 

Cardiac-Asystole 

AT ANY TIME 

Return of 

spontaneous 

circulation ς Go 

to Post 

Resuscitation 

Protocol      

Page 62 
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¶ General Approach Protocol Page 27 

¶ Cardiac Arrest Protocol Page 40 

¶ If presumed cardiac in nature, CCR Procedure Page 250. CPR Procedure Page 259 for all 
other arrests (drowning, electrocution, overdose, etc.) 

 
 
 

¶ IV Protocol Page 105 
 
 

¶ Consider and treat possible causes 

¶ If indicated refer to No Resuscitation Indicated Policy Page 15 
 

¶ Epinephrine 1 mg 1:10,000 IV/IO every 3-5 min during arrest 

¶ Drug overdoses (see specific drug OD/toxicology section) 

¶ Glucagon 2 mg IV/IO for calcium channel and B-blocker OD 

¶ Calcium Chloride 10ml of 10% solution IV/IO over 20 minutes for calcium channel blocker OD 
ü Avoid if patient on Digoxin/Lanoxin 

¶ Sodium Bicarbonate 1 mEq/kg, IV/IO for Tricyclic antidepressant OD 

¶ Naloxone (Narcan) 2.0 mg IV/IO/IM/IN repeat every 5 minutes x 3 total doses for possible 
narcotic OD 

¶ If no response to resuscitative efforts in 20 minutes consider discontinuation of efforts (see 
Termination of Resuscitation Policy Page 23) 

 

 

Potential Causes of Asystole Treatment 

¶ Hypoxia ¶ Secure airway and ventilate 

¶ Hypoglycemia ¶ Dextrose 25g IV/IO; repeat as needed to 
achieve blood glucose >60 mg/dL 

¶ Hyperkalemia (end stage renal disease) ¶ Sodium Bi-Carb 1 mEq/kg IV/IO 

¶ Calcium Chloride 10ml of 10% IV/IO 

¶ Hypothermia ¶ Active Re-warming 

¶ Tablets (drug overdose) ¶ See below 

AEMT-Perform/Confirm All Above Interventions 

History: 

¶ Past Medical History 

¶ Medications 

¶ Events leading to arrest 

¶ End stage renal disease 

¶ Estimated downtime 

¶ Suspected hypothermia 

¶ Suspected Overdose 

Signs and Symptoms 

¶ Pulseless 

¶ Apneic 

¶ No electrical activity on ECG 

¶ No auscultated heart tones 
 

Differential 

¶ Medical or Trauma 

¶ Hypoxia 

¶ Potassium (hypo/hyper) 

¶ Drug Overdose 

¶ Acidosis 

¶ Hypothermia 

 

Basic-Perform/Confirm All Above Interventions 

Cardiac-Asystole 

Emergency Medical Responder 

Paramedic-Perform/Confirm All Above Interventions 

Cardiac-Asystole 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach Protocol 

Page 27 
E 

B 
12 Lead EKG Procedure     

Page 228 
B 

AE IV Protocol Page 105 AE 

AE IV NS Bolus 500mL AE 

P Altered Mental Status or 
Chest Pain 

P 

P 
Atropine 0.5mg IVP, repeat 
every 3 minutes as needed  

(Max 3.0 mg) 
P 

P 
 

Epinephrine Infusion or Epi 
Push Dose Pressor 2-10 

mcg/min titrate to SBP >90  
P 

P 
External Cardiac Pacing 

Procedure Page 264 
P 

P 

Sedation if patient condition 
allows & SBP >90 mmHg, 

Versed 2 mg IV/IO/IN (4mg 
Max Dose) & Fentanyl 50 mcg 
IV/IO/IN (200 mcg Max Dose) 

 

 
P 

MC Consult Medical Control MC 

Cardiac-Bradycardia 

No Improvement? 

Cardiac-Bradycardia (HR <60) 

Patient Unstable? 

Stable 

Unstable 

Hypotension ï SBP <90mmHg 
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¶ General Approach Protocol Page 27 

 
 
 

¶ 12 Lead EKG Procedure Page 228 
 

 

¶ IV Protocol Page 105 

¶ Stable Hypotension (SBP<90mmHg) IV Bolus of NS 500 mL 
 
 
 
Unstable with altered mental status or severe chest pain 

¶ Atropine 0.5 mg IVP, repeat every 3 minutes as needed (Maximum dose 3mg) 
If symptoms persist after Atropine or any delay in establishing IV: 

¶ External Cardiac Pacing Procedure Page 264 
o 100 BPM & 50 mA 

¶ Sedation if patient condition and time allows (hold if SBP<90 mmHg) 

¶ Fentanyl 50 mcg and Midazolam 2 mg IV/IO/IN 

¶ Titrate to maximum total dose of Fentanyl 200 mcg and Midazolam 4 mg 
 
For hypotension (systolic BP <90 mmHg) and/or Bradycardia (HR<60) not improved by above 

¶ Epinephrine infusion or Epi Push Dose Pressor at 2-10 mcg/min titrated to maintain SBP 
>90 mmHg.  

 
 
 
 

Cardiac-Bradycardia 

History: 

¶ Past medical history 

¶ Medications 

ȤBeta Blockers 

ȤCalcium Channel blockers 
ȤClonidine 

ȤDigoxin 

¶ Pacemaker 

 

Signs and Symptoms 

¶ HR <60/minute with 
hypotension, 

¶ acute altered mental 
stufs, chest 

¶ pain, acute CHF, 
seizures, syncope, 

¶ or shock secondary to 
bradycardia 

¶ Chest Pain 

¶ Respiratory distress 

¶ Hypotension or Shock 

¶ Altered mental Status 

¶ Syncope 

Differential 

¶ Acute Myocardial Infarction 

¶ Hypoxia 

¶ Pacemaker failure 

¶ Hypothermia 

¶ Sinus Bradycardia 

¶ Athletes 

¶ Head Injury (elevated ICP) or 

¶ Stroke 

¶ Spinal Cord Lesion 

¶ Sick sinus syndrome 

¶ AV Blocks (1°, 2°, 3°) 

¶ Overdose 

 

Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

AEMT-Perform/Confirm All Above Interventions 

Cardiac-Bradycardia 

Paramedic-Perform/Confirm All Above Interventions 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach Protocol 

Page 27 
E 

B 
12 Lead EKG Procedure as soon 

as possible Page 228 
B 

P 
Perform Right Sided 12 lead EKG 

if Inferior MI Present 
P 

B ASA 324 mg PO B 

E 
Oxygen via NC or NRB to 

maintain >92% SPO2 
E 

AE IV Protocol Page 105 AE 

AE 
0.4 mg of Nitroglycerin every 3-

5 minutes if SBP >90 mmHg. 
(Max 3 doses for AE) 

AE 

AE 
Odansetron (Zofran) 4 mg IV for 
nausea or vomiting, may repeat  

4 mg if symptoms persist 
AE 

P 
50 mcg of Fentanyl w/ continued 
CP despite Nitroglycerin if SBP > 

90 mmHg (200 mcg Max) 
P 

MC Consult Medical Control MC 

STEMI ALERT 

¶ Place V4 on the right side of chest becoming V4R 

¶ Withhold all Nitrates (Nitroglycerin) 

¶ Establish a second peripheral IV, large bore 

being optimal 

¶ Deliver 500 mL of NS before the consideration of 

Nitrates 

Notify facility EARLY 

 

IF symptoms for <12 hours, and any of the 

following: 

-Paramedic interprets ST segment elevation >1mm in two or more 

contiguous leads 

-5ŜŦƛō ƛƴǘŜǊǇǊŜǘŀǘƛƻƴ ƻŦ άϝϝ!/¦¢9 aLϝϝέ ƻƴ 9YD 

-New Left BBB (confirmed by comparing to prior EKG) 

Cardiac-Chest Pain 

Cardiac-Chest Pain 

For Hypotension Not Resolved by Fluid 

Refer to Shock (Non-Traumatic) Protocol 

Page 111 

For Any Arrhythmias That Become 

Present Refer to Respective Protocol 
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1. Perform initial assessment to include: 

¶ Time of onset of symptoms or change in symptoms 

¶ Past Medical History of cardiac disease, diabetes or hypertension 

¶ Any interventions performed (previous medications, aspirin, nitroglycerin, etc) 
2. Administer Oxygen at appropriate flow rate 
3. Focused physical exam for cardiac patient, including baseline vital signs 
4. Prepare for transport 

 
 

If suspected cardiac etiology: 
1. Apply cardiac monitor using monitoring electrodes  
2. Perform 12 Lead EKG Procedure Page 228 
3. Administer four 81 mg tablets of chewable Aspirin (324 mg total) 
4. Evaluate for assisting the patient in taking their own Nitroglycerin: 

¶ Contraindications: 
ü Hypotension (SBP < 90 mm Hg) 
ü Head injury 
ü Recent use of erectile dysfunction drugs, such as Viagra, Cialis or Levitra 
ü Patient has already taken 3 of their own nitroglycerin 

5. Initiate transport, with close observation. 
 
 
 
 
 
 
 
 
 
 

Basic-Perform/Confirm All Above Interventions 

History 

¶ Age 

¶ Medications 

¶ Viagra, Levitra, Cialis 

¶ Past Medical History (MI, Angina, 
Diabetes, post-menopausal) 

¶ Allergies (ASA, morphine, lidocaine) 

¶ Recent physical exertion 

¶ Palliation/Provocation 

¶ Quality (crampy, constant, sharp, 
dull, etc. 

¶ Region/Radiation/Referred 

¶ Severity (1Ȥ10) 

¶ Time(onset/duration/repitition) 

Signs and Symptoms 

¶ CP (pain, pressure, aching, 
vice like tightness) 

¶ Location (substernal, epigastric, 
arm, jaw, neck, shoulder) 

¶ Radiation of pain 

¶ Pale, diaphoresis 

¶ Shortness of Breath 

¶ Nausea, vomiting, dizziness 

¶ TIME OF ONSET 

Differential 

¶ Trauma vs. Medical 

¶ Angina vs. MI 

¶ Pericarditis 

¶ Pulmonary embolism 

¶ Pneumothorax Asthma / COPD 

¶ Aortic dissection or aneurysm 

¶ GE reflux or hiatal hernia 

¶ Esophageal spasm 

¶ Chest wall injury or pain 

¶ Pleural pain 

¶ OD (Cocaine) or Methamphetamine 

Emergency Medical Responder 

Consult Medical Control 
For authorization to assist the patient in taking their own Nitroglycerin. 

¶ Place or spray under tongue 

¶ Reassess vital signs for hypotension after each intervention and if the SBP remains above 
90 mm Hg, may repeat every 3-5 minutes to a total of 3 doses 

 

Cardiac-Chest Pain 

Cardiac-Chest Pain 
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1. IV Protocol Page 105 
2. Administer Nitroglycerin if SBP > 90 and patient has not already received 3 doses. 

¶ Place or spray under tongue 

¶ Reassess vital signs for hypotension after each intervention and if the SBP remains above 90 
mm Hg, may repeat every 3-5 minutes to a total of 3 doses. 

3. For any nausea or vomiting administer 4 mg of Ondansetron (Zofran) IV, may repeat 4 mg if 
symptoms persist. 

 

 

.  

¶ If Myocardial Infarct is confirmed, activate STEMI CODE as soon as possible. 

¶ If elevation is noted in leads II, III, & aVF, perform right sided 12 Lead EKG to assess for right 
sided involvement: 

o Place V4 on right side of chest making it VR4 
o Withhold all Nitrates (Nitroglycerin) 
o Establish a second peripheral IV, large bore being optimal 
o Deliver 500 mL of NS prior to the consideration of Nitrates 

¶ If any dysrhythmias are noted refer to appropriate protocol.  
 

1. Administer Nitroglycerin if SBP > 90 

¶ Place or spray under tongue 

¶ Reassess vital signs for hypotension after each intervention and if the SBP remains above 90 
mm Hg, may repeat every 3-5 minutes 
 

2. Administer Fentanyl (Sublimaze) 50 mcg IV if patient has continued pain despite nitroglycerin 

and aspirin.  

¶ Reassess vital signs after each dose. 

¶ May repeat every 3- 5 minutes to a total dose of 200 mcg of Fentanyl (Sublimaze) provided 
SBP remains above 90 mm Hg before each dose. 

 

 

 
 
 
 
 
 
 
 
 

Chest Pain Cont. 

Paramedic-Perform/Confirm All Above Interventions 

Cardiac-Chest Pain 

AEMT-Perform/Confirm All Above Interventions 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

E 
General Approach Protocol 

Page 27 
E 

B 12 Lead EKG Procedure Page 228 B 

AE IV Procedure Page 276 AE 

 
MC 

Consult 
Medical 
Control 

 
MC 

P 
Consider Labetalol 10mg slow IV 

Push 
P 

P Consider Nitro 0.4 mg sublingual P 

Cardiac-Hypertensive Emergency 

Check manual BP in both arms 

If 12 Lead EKG reveals a dysrhythmia refer to 

respective protocol 

Cardiac-Hypertensive Emergency 
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¶ General Patient Care Protocol-Adult Page 27 

¶ Manual BP taken on both arms 

 

 

¶ 12 Lead EKG Procedure Page 228 

ü If 12 Lead EKG reveals a dysrhythmia refer to respective protocol 

 

 

¶ IV Protocol Page 105 

 

 

 

 

¶ Consider administering 10 mg Labetalol slow IV Push, contact medical control for second 
dose 

¶ Consider administering 0.4 mg Nitro sublingual  
 
 
 
 
 
 
 
 
 
 
 

Cardiac-Hypertensive Emergency 

History: 

¶ Documented Hypertension 

¶ Related diseases: diabetes, 
CVA, renal failure, cardiac 

¶ Medications (compliance?) 

¶ Erectile dysfunction 
medication 

¶ Pregnancy 

 

Signs and Symptoms 
One of these 

¶ Systolic BP 200 or greater 

¶ Diastolic BP 110 or greater 
And at least one of these 

¶ Headache 

¶ Nosebleed 

¶ Blurred vision 

¶ Dizziness 

 

Differential 

¶ Hypertensive encephalopathy 

¶ Primary CNS injury (Cushingôs 
response = bradycardia with 
hypertension) 

¶ Myocardial Infarction 

¶ Aortic dissection (aneurysm) 

¶ PreȤeclampsia/Eclampsia 

 

Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

AEMT-Perform/Confirm All Above Interventions 

Cardiac-Hypertensive Emergency 

Paramedic-Perform/Confirm All Above Interventions 

Contact Medical Control for the following items below. 
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LEGEND 

E EMR E 

B EMT B 

AE A-EMT AE 

P PARAMEDIC P 

MC Medical Control MC 

B 
12 Lead EKG Procedure 

Page 228 
B 

AE 
Administer up to 2 L of cooled 

saline 
AE 

P 
Administer Versed 1-2 mg every 

3-5 minutes IV/IO up to 10 mg 
max and SBP>90 mmHg 

P 

 
MC 

Consult 
Medical 
Control 

 
MC 

P 
If shivering observed Rocuronium 

1 mg/kg IV/IO 
P 

P 

If Systolic BP<90mmHg 
Initiate Epinephrine infusion 

at 2-10 mcg/min, titrate 
to SBP >90mmHg 

P 

Cardiac-Induced Hypothermia 

Assessment and GCS Score 

Transport and Refer to Post 

Resuscitation Protocol 

Apply Ice Packs to axilla, 

groin and neck areas 

Criteria for Inclusion 
-Witnessed Cardiac Arrest with ROSC  
-Over age 15 
-No evidence of trauma or intracranial hemorrhage 
-Significant altered level of consciousness (not following commands, no purposeful movement, incomprehensible speech) 
-No Valid DNR 
-No history of bleeding disorder (warfarin/coumadin and heparin are NOT contraindications) 
-Patient must have airway secured (NVA/ETT) 

-Environmental hypothermia is not present 

-Patient must have functioning IV/IO and an advanced airway established 

 

Meets Criteria? 
YES NO 

Cardiac-Induced Hypothermia  

ROSC 
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¶ ROSC (Return of Spontaneous Circulation) 

¶ GCS Score  

¶ Inclusion Criteria: 

ü Witnessed Cardiac Arrest with ROSC  
ü Over age 15 
ü No evidence of trauma or intracranial hemorrhage 
ü Significant altered level of consciousness (not following commands, no purposeful movement, 

incomprehensible speech) 
ü No Valid DNR 
ü No history of bleeding disorder (warfarin/Coumadin and heparin are NOT contraindications) 
ü Patient must have airway secured (NVA/ETT) 

ü Environmental hypothermia is not present 

ü Patient must have functioning IV/IO and an advanced airway established 

 

 

¶ 12 Lead EKG Procedure Page 228 

 
 

¶ IV Protocol Page105 

¶ Administer up to 2 L of cooled saline IV/IO. 
 
 

¶ Ensure all inclusion criteria has been met. 

¶ Apply ice packs to axilla, groin and neck. 

¶ Closely monitor ventilation, target ETCO2 to 40 mmHg, do not hyperventilate. 

¶ Administer Versed 1-2 mg every 3-5 minutes IV/IO to a max of 10 mg. 
 
 

¶ If shivering, administer Rocuronium 1 mg/kg IV/IO. 

¶ If systolic blood pressure < 90 mmHg, initiate Epinephrine infusion at 2-10 mcg/min, titrate to SBP > 
90 mmHg 

¶ If at any time there is loss of spontaneous circulation, discontinue cooling and go to the appropriate 
protocol. 

 
 

Cardiac-Induced Hypothermia 

History: 
NonȤtraumatic cardiac arrests 
(drowningôs and hangings/ 
asphyxiation are permissible 
in this protocol) 

 

Signs and Symptoms 
-Cardiac Arrest 
-ROSC postȤcardiac 

arrest 

 

Differential 

¶ Continue to address specific differentials 
associated with the original dysrhythmia 

Emergency Medical Responder 

Basic-Perform/Confirm All Above Interventions 

AEMT-Perform/Confirm All Above Interventions 

Most patients suffering from cardiac arrest with return of spontaneous circulation  
(ROSC) die with anoxic brain injury. Therapeutic hypothermia serves to improve the  

chance of a good neurologic outcome.  
 

Cardiac-Induced Hypothermia 

Contact Medical Control for the following items below. 

Paramedic-Perform/Confirm All Above Interventions 




























































































































































































































































































































































































































































































































































